Introduction
The medication administration to patients is a compound procedure assumed by properly competent nurses. The mistake of drug administration may occur in any one of five process stages. These errors may affect patients in terms of morbidity, mortality, adverse drug events, increased extent of patient hospitalization stay and also rises budgets for clinicians and healthcare systems. The source of these errors may be the nurses' interruptions have been happening during the medications preparation and administration. Many interventions planned to reduce these errors as allocated a specific room for medication preparation to eliminate external stimuli, put signs of interruption-free areas. Other methods approved their effects as evidence-based practices in health care, as the unit dose system, IV admixture, CPOE, and BCMA. The nurses must ensure that correct procedures are followed and ensure the patient receives the correct medication by applying of eight rights as the right dose will give at the right time and right route [1] .
Medication error is any stoppable occurrence that may cause or lead to incorrect medication use or patient harm while the medication is in the control of the health professional, patient, or consumer [2, 3] . Medication error (ME) is a mistake can happen in any stage of five stages of drug administering process as the prescribing, verifying, preparing, administering and monitoring of drug, ME is the single most preventable cause of patient hurt [4] . ME adjusted by the hospital's health care systems as nursing staff before getting the patient. Inappropriately, in gathering these documents, it was not possible to analyze out these alterations [5] . The accountability of medication administration, safety shared between nurses and health care institute built on the goals of the Institute for Safe Medication Practices, which occurred by approving necessary "7 rights" of medication administration: right patient, right drug, right dose, right time, right route, right education and the right documentation. The most common type of medication error at this hospital is the wrong time represented 30% from errors [6] .
Distributional epidemiology of medication administration error
Medication administration errors (MAE) are a significant global concern and can cause serious medical consequences for patients. The majority of MAE involved either dose omissions (42 %) or wrong time administration. Little is known about medication errors in Middle Eastern countries [7] . The Institute of Medicine estimates that, on average, hospitalized patients are subject to at least one medication error per day. The National Patient Safety Agency (NPSA) of UK revealed that, MAE is common, and this occurs in 50 % of all drug medication administrations in hospitals. In the United State, MAE occurs in 5 to 20 % of all drug administrations, costing the healthcare system an extra $380 million and estimated to harm at least 1.5 million patients per year, with about 400,000 preventable adverse events, medication errors have been estimated to account for 7,000 deaths per year [8] .
Australian Commission on Safety and Quality in Health Care estimates that medication administration errors occur in 5-10 % of all medicines administered, signaling an immense safety and quality issue. In England, medication administration error rates reportedly occur in 3-8 % of all hospital admissions, MAE in East Africa is common and the error rate ranges from 9.4 to 80 % of all medication administrations, the prevalence of MAE in Jimma, Ethiopia within the intensive care unit (ICU) and pediatric ward showed 51.8 and 90.8 %, respectively [9] .
The Institute of Medicine Committee on Identifying and Preventing Medication Errors estimates that at least 1.5 million preventable adverse medication events occur annually in the United State, warning that this is likely to significantly underestimate the problem [10] . 
Routes of medication administration (Advantages & Disadvantages):

Topical or Transdermal
Other routes of administration include: nasal, some systemic absorption has been demonstrated for Propranolol and some low dose hormones; intra-arterial for cancer chemotherapy to maximize drug concentrations at the tumor site; and intrathecal directly into the cerebro-spinal fluid. Others routes with limited systemic absorption, but with local utility include topical, ocular, oral, vaginal, and urethral and intrasynovial [11] .
Severity levels of medication error
Medication errors are costly and at times hurtful to patients. Level 0-No medication error happened. Level 1-An error happened without patient harm. Level 2-An error happened; which lead to the necessity for patient monitoring, without alteration in hemodynamic status as (vital signs) and no patient impairment. Level 3-An error arose that caused the need for greater than before patient monitoring with a change in vital signs, but no ultimate patient harm, or any error that resulted in the need for increased laboratory follow up. Level 4-An error happened that lead to the need for treatment with another drug or prolonged duration of hospital admission or that affected patient participation in an investigational drug study. Level 5-An error happened; this error causes a permanent patient's impairment. Level 6-An error happened; which lead to patient death [12] . ung Ointment
Medication Error Reporting and Prevention Error Category Index:
Medication administration process phases
Medication administration procedure in a method that permitted the provision of existing information on common foundations of mistakes as well as successful methods to avoid such errors with a certain emphasis on electronic tools. Medication administration is a rather compound and difficult duty and depending on the location and co-medication an excessive different errors type; which may occur. These errors due to numerous kinds of obstacles and interruptions, phone calls, other patients' needs, and not working equipment may are source of medication errors in drug handling and administration are diverse and frequent, and in many cases not caused by the patient him/herself, but by family members or nurses. The medication administration process consists of a complex five phase process: (a) prescribing, (b) verifying, (c) preparing/dispensing (d) administering, and (e) monitoring. A ME can arise in all of these phases. Rates of medication errors vary, depending on the recognition way used. One-third of all MEs causing harm to patients in hospitals happen in the medication preparation and administration phase, which is predominantly a nursing activity [15] .
Components of a Medication Order
Medications should be prescribed as direct orders; that is, the medication is ordered for a specific client. The approved prescriber is predictable to document their own medication orders. A complete medication order (prescription) includes: 
Contributing Factors to Medication Errors
There are numerous reasons can cause medication errors as interruptions to nurses were considerably accompanying with more medication errors and more severe errors [19, 20] . The most extensive interruptions during medication administration are phone calls. Different types of phone calls are as call lights from patient rooms, calls from providers or other services, and calls from outside the hospital. Unit clerks tend to forward or page for nurses right away, whether or not the reason for the call truly requires a nurse [21] .
Other causes are work shift (higher error rates typically occur during the day shift), inexperienced and incompetently trained staff in dose calculation, certain patient as geriatrics, pediatrics, and oncology need special nursing care, sometimes patient take different types of medication, environmental factors (lighting, noise), staff amount of work and bodily feelings of fatigue, sleepiness lack, illness and overall distress, poor ways of communication among health-care team, variable dosage form, wrong drug storage, poor handwriting, oral orders, weakness of actual rules and procedures [22] .
The most common causes of ME are unclear strength name on labels or in packaging; drug product nomenclature (look-alike or sound-alike names, use of lettered or numbered prefixes and suffixes in drug names); equipment failure or malfunction; illegible handwriting; improper transcription; incorrect dose calculation; inadequately trained personnel; inappropriate abbreviations used in prescribing; labeling errors; excessive workload; gaps in individual performance; and medication unavailable [23] .
II. The Seven Essential Rights Of Medication Administration
Right patient:
The right medication must be administered to the patient for whom it is prescribed. Administering a medication to the wrong patient is, however, a common error.
Right drug:
Research has shown that one third of medication errors involved the patient being given the wrong medication. Nurses are not legally qualified to prescribe medications, but if they are hesitant of the medication name prescribed (or think it is the wrong one), they should not administer it before checking with the prescriber. 2.3 Right route: Nurses are only allowed to administer medications by the route prescribed, though sometimes the prescriber may give a choice (IV/PO). The nurse must understand the differences between these routes such as the rate of absorption or onset of action. Nurses do have the choice of the form of medication to be administered (e.g. Tablets, syrup). The form of the medication though must be right for the route of administration [24] . 2.7 Right documentation: When a nurse administers a medication, he or she must document in the medication administration chart. This provides evidence that the medication has been administered to the patient. Documentation the medication in a chart before the medication has been administered is a wrong, because of the patient may refuse to take this medication or, in some cases, forget to take them. Similarly, failing to sign when a medication has been administered creates the risk that another nurse may assume that it has not been administered, and repeat that dose [26] .
III. Nursing And Medication Administration Safety
The nursing staff plays a key role in insuring the safety of patients because it provides direct assistance and care to the patient and family, composing the largest group of professionals in the health field in the world. There are many interventions to diminish medication administration errors and keep the patient safety during the process of medication administration. Patient safety is a problem encountered in the health field around the world. The Collaborative Alliance for Nursing Outcomes (CALNOC), is the nation's first registry dedicated to nursing sensitive measures at the unit level, it is a self-sustaining non-profit public benefit corporation with over 15 years' experience in advancing the safety and quality of patient care. CALNOC, stated that there are six manners, serious to safe medication administration: (1) Compare medication to ear at least twice, (2) Decrease disruptions and interruptions, (3) Keep medication labeled throughout the process, (4) Check two patient identifiers, (5) Explain drug to patient as appropriate, (6) Chart directly after administration [27] .
IV. Interventions To Minimize Medication Administration Errors
Nurses should know the reasons of work disturbance and put plan to avoid and to reduce the patient risk. The effective plan for medication administration that could separate the medication preparation in special area, and put signal determine that this area should be free from interruption in addition to continuous health education for nursing and encourage for collaboration between nurses and how to use the time efficiently and restrict the number of visitors to minimize disturbance. Nurses staff can put accurate documentation of drugs and time of administration [28] . Decreasing the rate of interruptions during medication preparation [28, 29, 30] .
Fig 3:
Diminishing the rate of interruptions during medication preparation [31, 32] .
The medication safety development by provide an adequate number of pharmacist and nurse; nurses work flow should be scheduled properly, adopt effective medication understanding strategies; implement appropriate technology, and foster a culture of responsibility that values quality improvement [33] .
V.
Technology utilization to prevent medication errors 
VIII. Conclusion
The majority of the studies concluded there is a high prevalence of medication administration error. Each patient had at least one medication administration error. Documentation error was the most dominant type of error followed by technique and time error respectively. Organizational factors such as error reporting systems and routine checks could possibly help in handling the problem of medication errors. Also, increasing nurse staffing levels, minimizing distraction and interruptions during medication administration by decreasing overcrowding and by using no interruptions zones and "No-Talk" signage is recommended to overcome MAEs.
